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During the complaint investigation # 30371,
conducted on August 29, 2012, at Bristol MNursing
Home, no deficiencies were cited under 42 CFR
Part 482.13, Requirements for Long Term Care.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may ba excused frorr] correcting providing it is determined that
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following the date of survey whether or not a plan of comrection is provided. For nursing homes, the above findings and plans of correction are disciosable 14
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Jrogram participation.

FORM CMS-2567(02-99) Previous Versions Obsotete Event ID: SJDV11 Facllity ID: TN8201

- .I.f confinuation sheet Page 1 of 1




